the declining frequency of this disease and could find only 79 examples in 'a recent ten-year review of patients admitted to the Johns Hopkins Hospital. Experience in Britain must be similar owing to the early treatment with antibiotics of patients threatened with pneumonia.
Though surgical treatment was formerly to be preferred, the management of this formidable disorder is now almost entirely by medical means. The choice of antibiotic is influenced to some extent by the nature of the bacterial flora in the sputum. Often no pathogens can be isolated, especially if antibiotics are given before bacteriological tests are done. Among the aerobic organisms that may be found are pneumococci, streptococci, klebsiellae, and miscellaneous Grampositive and Gram-negative bacteria. Anaerobes should always be sought and are usually present when the sputum is foetid. In practice penicillin is the antibiotic of choice, given in a dose of 4- this week (page 123) on a further aspect ofthe relation between oral contraceptives and the risk of thromboembolism. They found that the risk of its occurring after surgical operation was raised some three to four times among women taking oral contraceptives before the operation.
L. Poller's contribution to the symposium complements Vessey's by showing what changes are brought about in blood clotting factors by oral contraceptives, and he observes with admirable restraint that they do not appear to be a desirable side-effect. The thrombotic hazards of the pill are further explored in another article on the effect of oestrogens on platelet action, and members of the Medical Research Council's unit in Glasgow discuss the increase in blood pressure in some-, women that may result from the effects of oral contraceptives on plasma renin and renin substrate.
It -is possible that many of the metabolic effects of oral contraceptives-for example, their effect on carbohydrate metabolism-follow upon their effect on cortisol metabolism. C. W. Burke records the evidence that oestrogen-conning oral contraceptives increase the blood concentration of both free and bound cortisol. He is critical of the idea that this finding implies an increased overall exposure of the tissues to cortisol, and he points out that free cortisol excretion in the urine over 24 hours is only trivially increased by treatment with oral contraceptives. Nevertheless, V. Wynn and J. W. H. Doar in their contribution attribute the impaired glucose tolerance of women on the pill to the raised plasma cortisol, and it is possible that other effects on liver function recorded elsewhere in the supplement are related to altered corticosteroid metabolism.
In this publication the oestrogens are blamed time and again for unwanted side-effects. Thus oral contraceptives consisting of progestogens only should not be hastily condemned. But at best they are a stopgap measure, much less effective as contraceptives than the oestrogen-progestogen mixtures. The searching examination which the symposium devotes to the side-effects of oral contraceptives does not make a case for discontinuing them, but it does imply that the present ones should be replaced as soon as equally simple and effective means can be devised which are less of an endocrinological insult.
Neonatal Necrotizing Enterocolitis
Necrotizing enterocolitis is a well-recognized but incompletely understood disorder of early infancy, affecting particularly premature infants and those who have had exchange transfusions.17 It usually begins in the first week of life, though cases have occurred in later infancy. 6 The infant will commonly have suffered from birth asphyxia, hyaline membrane disease, apnoeic attacks, or jaundice. Feeds begin to pool in the stomach, and the baby may vomit; the vomit or gastric aspirate become bile-stained. The abdomen distends and bowel sounds may disappear. (These early signs are those of intestinal obstruction, which has many possible causes in the neonatal period.8) The baby sometimes passes no stools but, more frequently, small amounts of blood-stained stool. Frank diarrhoea is rare. In severe cases perforation of the ileum or colon may occur, leading to peritonitis, shock, generalized sepsis, and death. The mucous membrane of the gut, especially in the terminal ileum and ascending colon, undergoes haemorrhagic necrosis.' 2 6 Areas of mucosa may slough off, and in other -areas .there are submucosal gas-filled cysts. Leading Articles MEDICALJO
The most helpful special investigation is a plain abdominal x ray.2 3 4 6 7 910 In the early stages this may show only dilated loops of small bowel, but the radiological hall-mark usually seen is pneumatosis intestinalis-linear streaks or bubbles of gas beneath the intestinal mucous membrane. When perforation has occurred there will be free gas in the peritoneal cavity, and in advanced cases gas may be seen in the hepatic portal venous system. This is an ominous6 11 but not invariably fatal sign.7 1213 The immediate management of a baby with this condition is to stop oral feeds and start intravenous fluids and gastric suction. If umbilical catheters are present they should be removed if possible, for they may compromise the splanchnic circulation. Antibiotics effective against bowel flora should be given. Kanamycin with penicillin is probably the first choice, but if blood culture grows Pseudomonas, or if the baby is known to have been heavily colonized by this organism, polymyxin should be added or carbenicillin with gentamycin substituted. The most difficult decision is whether and when to intervene surgically. These infants withstand surgery poorly,6 8 and recovery is certainly possible with conservative management, though this may need to be prolonged. There is a fair measure of agreement that operation is necessary when the bowel perforates, but probably not before3 4 6; serial x-rays may help to make a decision.6 However, J. K. Stevenson and colleagues7 favour operation in a baby whose condition is deteriorating and in whom perforation is probably impending. Operation consists in resection of perforated and necrotic gut, probably accompanied by colostomy or ileostomy rather than anastomosis.
The possibility that the infant may have Hirschsprung's disease must be considered, especially in a boy. Long-term follow-up is in any case necessary, since colonic stricture may occur as a late complication of enterocolitis.14 The aetiology of necrotizing enterocolitis is uncertain, but three possible factors are infection, intestinal ischaemia, and stasis of intestinal contents. A pathologically similar form of enterocolitis attacks older people as a result of infection of the bowel wall with gas-forming organisms such as clostridia. [15] [16] [17] [18] [19] Enterocolitis occurs in the newborn at the time when the bowel is first being colonized by bacteria, and blood cultures are often positive for a variety of faecal organisms, including Escherichia coli and Pseudomonas.1 3 
